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The compiler of this article desires to 
express his grateful thanks to Colonel J. 
Babecki, now of the Polish Army in this 
country and formerly Assistant Director 
of Polish Health Services, for miuch 
detailed information. ; 


HEALTH CENTRES AND HOSPITALS 


Every newly qualified medical graduate 
in Poland is required by law to have one 
year’s postgraduate hospital experience 
before he is allowed to start in practice. 


. Thereafter, whether he intends private 


practice or any other medical activity, his 
name is inscribed on the roll of the Medi- 
cal Chamber, an official professional 
organization analogous in certain respects 
to our General Medical Council. A 
Supreme Medical Chamber sits in War- 
saw, and there are four territorial Cham- 
bers, and the aim of them all is to repre- 
sent and protect professional interests and 
to ensure a high scientific and moral 
standard in. the profession. 

The Board of Administration, both of 


- the Supreme Chamber and of the terri- 


torial Chambers, consists of freely elected 
members of the profession. This official 
organization is sometimes under criticism 
as being too highly centralized and 
bureaucratic, and also on the ground that 
it has not displayed sufficient authority in 
withstanding Government policy which 
was thought to be not in the best interests 
of the profession. Besides these official 
bodies, there are voluntary professional 
bodies covering all branches of medicine. 
Doctors employed under the social insur- 


_ ance system have their own professional 


association, though they, of course, like 
all the others, are also enrolled in the 
Medical Chamber. 

It is not the custom in Poland to buy 
or otherwise secure a medical practice 

om a retired colleague or from the 
widow of a colleague. Every doctor may 
choose his residence and establish his 
consulting-room where he pleases, but, 
except with the express approval of his 
territorial Chamber, he may not practise 
im more than one locality at a time. He 
is equally free to take up a social insur- 
ance or other appointment. 

In 1938 there was a proposal to require 
all medical men qualifying from then 
onwards, with the exception of laboratory 
workers, to practise for two years in a 
small town or village after completing 
their postgraduate year in hospital. The 
feason for this was the predominantly 
tural character of Poland and the unequal 
distribution of doctors as between town 
and country. There were too many doc- 
tors in the large cities, and not enough— 
indeed very few—in the rural districts. 

decree was against medical opinion, 


which held that it was not without 
danger for all young medical men, with- 
out sufficient experience of practice, to 
set up in small towns or villages where 
they would have no proper contact with 
hospitals and specialists. The medical 
view. was that it would be much more 
reasonable, and more useful alike for the 
medical men themselves and for the 
country population which they served, if 
there were organized dispensaries and 
health centres in as many small towns 
and rural communities as possible, to 
which doctors could be appointed on a 
salaried basis. 


How the Health Centre came to Poland 


The idea of the health centre was 
originally introduced into Poland from 
the United States by Polish Fellows of 
the Rockefeller Foundation and with that 
Foundation’s support. The first two were 
formed as far back as 1925—one of them 
a lafge city health centre in Warsaw 
and the other a small one in a provincial 
town. They began as institutions con- 
cerned exclusively with preventive medi- 
cine, which is the form they took in the 
United States. But very soon it became 
evident that.in view of the economic and 
social conditions of Poland, with many 
people unable to pay for medical assis- 
tance and with most of the rural popula- 
tion remaining uninsured, merely preven- 
tive advice, together with some nursing 
assistance, but without medical treatment, 
would be doomed to failure, Gradually, 
therefore, these centres developed their 
existing form—that is to say, as medical 
dispensaries for tuberculosis and venereal 
diseases and other conditions which have 


_a social implication, and as maternity and 


child welfare clinics. With all this they 
combined preventive activities in the 
shape of visiting nurses and sanitary 
inspectors and so forth. 

In this form the health centre, com- 
bining treatment and prophylactic work, 
is quite different from its prototype in 
America. But it proved to be such a 
success in Poland that in 1939, when war 
broke out, there were more than 600 
centres, and a great many are still at work 
notwithstanding the difficulties of an 
occupied country. 

The centres vary in different places 
from a small country organization with 
one part-time medical practitioner and 
one or two nurses, up to very elaborate 
institutions, with several specialists, many 
nurses, and all necessary x-ray and 
laboratory equipment. In many places 
they are in specially constructed build- 
ings. The health centre in this form has 
met with no opposition from the medical 
profession, and is working in ever closer 
alliance with hospitals, social insurance 
doctors, and voluntary organizations. It 
is administered either by the local govern- 
ment medical service, by voluntary organ- 


ones, 


izations, or by both combined., In prin- 
ciple all the centres are local government 
institutions, but they may be handed over 
to voluntary management. 

In March, 1939, a law was passed that 


every rural or small urban community— 


about 4,000 of them in Poland—as well 
as the county districts and municipalities, 
must organize health centres, and that in 
rural communities or small towns they 
must be staffed by at least one part-time 
doctor and one nurse. The small health 
centres are helped by the larger full-scale 
to which they can send their 
patients for a specialist opinion, or from 
which mobile specialist teams can visit 
them. The centres are not supposed to 
treat well-to-do people, though they may 
do so for a fee if no medical practitioner 
outside is available. They also, by special 
agreement, may take social insurance 
patients. 

It is the opinion of Polish doctors now 
in this country that these health centres 
may render great service after the war be- 
cause of the very great shortage of medi- 
cal men in Poland. Actually in Poland 
there are only 6,000 doctors left out of the 
pre-war number of 14.000, and no Polish © 
medical faculty has been active in the 
country since the beginning of the war, 
while the Polish medical faculty abroad, 
at Edinburgh, has graduated so far only 
a few scores of young medical men. 


Hospital Services in Poland 


The law provides that the local authori- 
ties must organize and maintain an ade- 
quate number of hospital beds, but that 
in doing so advantage may be taken of 
the voluntary provision already available. 
A great many hospitals in Poland are of 
a voluntary character. Whether the hos- 
pitals are local government or voluntary 
institutions they are regarded as public 
hospitals, and are allowed to calculate 
their charges to patients according to an 
official schedule, the charges being based 
on a day-cost svstem, including salaries 
of staff. No additional charge for medi- 
cal services is asked from patients, but 
if the patients desire private consultations 
these can be afforded with the permission 
of the hospital superintendent or hospital 
doctor; the consultations may not be 
given by members of the hospital staff. 

The rigidity of the hospital charges has 
been criticized by the medical profession: 
Many doctors took the view that it would 
be advantageous to have their private 
patients placed in the wards for operation 
on a private fee arrangement, the fee to 


* be shared with the hospital. This sugges- 


tion, however, met with political opposi- 
tion. It was pointed out that private 
patients could’ be accommodated in 
private hospitals or nursing homes by 
arrangement with their doctors, but it was 
insisted that in a public hospital they 
must be treated like all other hospital 
2068 
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patients. On the other hand, the number 
of private hospitals is small. They are 
Private enterprises, belonging in some 
cases to a small group of doctors, and in 
others to a religious organization, and 
although they. are looked upon favour- 
ably by the public health authorities, they 
get no concession as regards payment of 
taxes. 

_ When social insurance began in Poland 
in 1920 it was provided that when insured 
persons or their dependants were treated 
in hospitals owned or controlled by local 
government authorities, payment out of 
insurance funds should be made only to 
the extent of 50% of the actual hospital 
costs, the other 50% being chargeable to 
local government funds. For this reason 
county and municipal authorities were 
often unwilling to undertake the building 
of new hospitals, thereby bringing about 
a shortage of beds.. 

When the Social Insurance Act of 1933 
was passed it provided that the insurance 
funds should pay 85% of the daily hos- 
pital rates to the county and city hospi- 
tals, and by a further amendment in 1938 
the hospitals can now reclaim from the 
insurance funds the whole of their costs 
for treating insurance patients. The insur- 
ance fund, however, frequently assists 
local authorities by loans on favourable 
terms for hospital and other medical 
expenses. As a result of this assistance 
and of the amendment of the law. the 
planning and organization of hdspitals in 
Poland during recent years have been pro- 
gressing more and more satisfactorily. 

All public hospitals in Poland appoint 
their staffs on a whole-time basis, but the 
officers have a full right to carry on 
private practice outside the hospital on 
their own premises after their official 
hours of work. The only people not 
allowed private practice are the resident 
house-physicians, who are considered as 
medical assistants continuing their post- 
graduate studies. 

Only a few hospitals appoint regular 
consultants, recruited mostly from their 
own retired specialists, who are paid a 
monthly retainer. There is no restriction 
whatever on the publication of scientific 
papers by members of the hospital staffs. 


Second Article : “‘ Private Practice. Social 
{nsurance, and Public Health in Poland.” 


Correspondence 


Partnership of Voluntary Hospitals 

Sm,—In your correspondence columns 
many references have been made to the 
position of the voluntary hospitals under 
the proposals contained in the White 
Paper for a National Health Service. I 
think, therefore, it might be helpful if I 
now take the opportunity to comment on 
some of the points of interest that arise. 
Before doing so, I should like to refer 
to the Liaison Committee between the 
B.M.A. and the British Hospitals Associa- 
tion, established some two years ago, the 
existence of which may not generally be 
known to members of the profession. 
This committee has proved invaluable for 
the purpose of frank discussion and the 
harmonizing of policy in other matters 
of equal interest beside the problems 
presented to both Associations in the 
White Paper. 

The voluntary hospitals have already, 
more than once, expressed their complete 
agreement with the Government's aim to 


make hospital and medical services avail- 
able and accessible to all. In the achieve- 
ment of this aim they have also expressed 
their willingness, indeed their eagerness, 
to > It is not the aim but the methods 
by which the Government proposes to 
achieve it that are at present the source 
of embarrassment. 

One of your correspondents has asked 
why the voluntary hospitals cannot be 
induced to participate on a basis of 
partnership. The answer to him is the 
voluntary hospitals will need no induce- 
ment if the basis is one of partnership— 
that basis which, in fact, has been pro- 
mised by successive Ministers of Health, 
and endorsed by the present Minister but 
not implemented in the White Paper. 

As a fact the structure outlined in the 
White Paper would place the voluntary 
hospitals in an entirely subservient posi- 
tion on three counts. First, neither they 
nor the medical profession would be 
recognized as active collaborators with a 
responsible share in the planning and, so 
far as may be necessary, in the adminis- 
tration of the co-ordinated hospital ser- 
vice and the provision of the medical 
consultant service within a given area. 
Secondly, the proposed Joint Authority 
would own all the municipal hospitals 
within its area, which, without doubt, 
would gravely prejudice the possibilities 
of voluntary hospitals’ expansion and the 
stability of their future existence. Thirdly, 
the responsibility for providing the ser- 
vice being vested in local authorities who 
would pay for contractual services ren- 
dered by voluntary hospitals to the extent 
required, combined with the tendency to 
develop the municipal service which is 
inherent in the second objection above, 
would actually leave the voluntary hospi- 
tals in a position of financial dependence 
upon the local authorities, with a number 
of consequences each of which would be 
clearly unacceptable. 

The suggestion that the voluntary hos-. 
pitals provide only 20% of the available 
beds throughout the country is really mis- 
leading. The local authorities have statu- 
tory responsibility in regard to tuber- 
culosis, mental diseases, and infectious 
diseases, and a considerable additional 
proportion of their beds are by way of 
provision for the chronic sick. With 
notable exceptions these specialties have 
not been undertaken by the voluntary 
hospitals, whose concern has been with 
the treatment of the acute sick, the edu- 
cation of medical students, the training 
of nurses and midwives, and research. 
The White Paper makes it clear that 
immediately before the war beds for the 
acute sick provided by the Jocal authori- 
ties numbered 70,000 (page 56), while 
those provided in voluntary hospitals in 
England and, Wales numbered 77,000 
(page 55). Out-patient attendances at 
voluntary hospitals approach 6,000,000 ; 
figures for the municipal hospitals are not 
available, but it is not open to question 
that practically the whole of the out- 
patient work, especially on the consulta- 
tive side, is still carried on by the volun- 
tary hospitals. 

On the score of work done, experience 
gained, and the fact that their contribu- 
tions to research and the advancement of 
medical science stand alone, it is clear 
that it is in the best interests of the patient 
—for whom alone a _ comprehensive 
health service must be designed—that the 
voluntary hospitals should be recognized 
in their proper capacity, which is freely 
to collaborate with others in one of the 
greatest undertakings ever conceived for 


go on. 


social progress, and thus make effective 
their contribution to the common ¢a 

To enable a_ well-coordinated 
comprehensive hospital service and medi. 
cal consultant service to be planned for 
an area it is essential that the area should 
be of sufficient size, and in most, if not 
all, cases based on one or more of the 

reat teaching hospitals of the coun 

or each such area there should be 9 
council representative of the local author. 
ities, voluntary hospitals, doctors, and 
appropriate ancillary services ; the coun- 
cil should be a statutory body and should 
be charged, among other duties, with the 
responsibility for planning the hospital 
and consultant service for the area. A 
body similarly composed should be 
appointed to advise the Minister at the 
centre for the purpose of general co-ordj- 
nation and to ensure proper uniformity 
in standards. 

The medical profession as a whole has 
endorsed in no uncertain fashion the 
Government’s view, as expressed by the 
Minister of Health, that it is essential to 
the future of any comprehensive health 
service that the voluntary hospitals should 
It follows, and it is a point that 
requires emphasis, that the final form of 
the plan must be such as not only 
will not destroy, but will give active 
encouragement to the public to continue 
support of the voluntary hospitals by gifts 
of money and by personal service and 
interest. 

We feel it not only wise but from a 
practical view-point strictly necessary to 
build this great scheme in stages. The 
doctors, the hospitals, and all others most 
closely concerned with co-operating in 
the effort to secure that the aims of the 
Government are fulfilled are in agreement 
that this is the only way by which those 
aims can be achieved. To build on and 
extend from existing foundations—which 
is the Government’s declared policy— 
involves evolution and not revolution. It 
must be remembered that after the war 
houses, presumably, will be built before 
hospitals, and it must be many year 
before the number of trained doctors, 
nurses, and the supply of other facilities, 
including buildings to house extra beds, 
can be provided in that quantity which 
will in fact make available the compre 
hensive service which the Government 
has outlined as its ideal. 

Finally, I would again state on. behalf 
of the voluntary hospitals that they ar 
both anxious and willing to co-operate 
as partners in the achievement of the 
Government’s aim to make heatth facili- 
ties and hospital and specialist services 
available and acce§sible to all. Th 
voluntary hospitals are greatly fortified 
by the views so ably expressed by the 
leaders of the medical profession that the 
plan in its design must secure the active 
collaboration of the profession and the 
voluntary hospitals alike as res D 
partners in a great undertaking for social 
progress.—I am, etc., 


BERNARD DOCKER, 
Chairman, The British Hospitals Association. 


Hospitals, Good and Bad 


‘$m,—This controversy concern 
medical superintendents, voluntary 

municipal hospitals tends, as ever, ® 
become a clash of ideologies rather that 
a search for truth. Although my 
interest in the matter is (if one maj 
borrow a delicately phrased remark 9 
the late Lord Balfour) to note the f 
it arouses in the breasts of ot 
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reasonable men, I venture to record my 
impressions. 
A fair amount of experience has taught 
ne that some medical superintendents are 
administrators and excellent clini- 
cians and that others are the spiritual sons 
of Mr. Bumble. I think it is the man 
who matters, not the system and not the 
jocal authority. I am prepared to believe 
that good hospitals exist under either lay 
or medical administration. He who 
defends medical superintendents en masse 
ig rash indeed, but in justice it must be 
said that some young doctors are not 
without trying faults. 
“ There will always be 
Men of twenty-three 
Who know 
They know.” 

Much heart-burning arises because doc- 
tors (sometimes even consultants) are 
unaware of the fact that the legal posi- 
tion of a doctor in a municipal hospital 
is different from his position at most 
voluntary hospitals. In a municipal hos- 
pital a doctor (irrespective of his rank) is, 
for legal purposes, a servant. This 
implies that he may be required to fill up 
forms and to answer questions concern- 
ing his work by someone who is his 
superior officer, and, in the last analysis, 
requests in such affairs will prove to be 
orders. Anyone who doubts the truth of 
these. words will, I predict, have his 
doubts resolved fairly speedily in a State 
service. 

Looking back on municipal hospitals 
as I have seen them, they nearly all 
needed improvement in two particulars: 

1. Treatment of Sick Staff.—It is com- 
mon knowledge that absence owing to 
sickness is relatively much greater among 
non-resident staff than among resident 
staff. I fear that this disparity is not 
accounted for by assuming that non- 
residents possess either an inferior resis- 
tance to disease or a double dose of 
original sin. 

2. Investigation of Patients’ Compiaints. 
refer to complaints reflecting on 
ward discipline and staff morale.) Law- 
yers say that hardly any doctor is capable 
of weighing evidence. Years of observa- 
tion have convinced me that this criticism 
is justified, even in the case of many doc- 
tors. of considerable seniority. For 
obvious reasons this is a matter which is 
particularly important in a municipal hos- 
pital, and I suggest that such complaints 
should be handled by a man with legal 
training and not left to medical superin- 
tendents and hospital committees. 

I should like to add that my remarks 
do not refer to hospitals in Middles- 
brough (I have never been inside one of 
them) nor is any criticism directed at 
Dr. Agassiz.—I am, etc., 

Middlesbrough. 


JOHN CAHILL. 


Certification in Perspective 
Sin—It has been suggested that in 
framing its proposals for a National 
Health Service the Government was most 
anxious to provide control of medical 
certification. And the medical profession 
has expressed its horror that such a 
motive might have carried any consider- 
able weight. But I wonder if the average 
laxpayer is really appalled by the possi- 
ility that even prime consideration was 
given to the question of whether it is 
ble to place an unlimited number 
of blank cheques in the hands of the 
doctors to be cashed at his expense? 
The most serious criticism of the 
Beveridge plan was based on the fear that 


it might too easily provide security for 
the shiftless at the expense of the thrifty. 
It would not be surprising, therefore, if 
the more responsible sections of public 
opinion were rather relieved to hear that 
the disbursement of a large proportion of 
their security contribution might not be 
left entirely to the discretion of members 
of the medical profession. That in itself 
does not necessarily amount to an indict- 
ment. But we may well wonder whether 
our attitude to certification in the past 
and during the present war has actually 
succeeded in creating the impression that 
we sign certificates with quite the same 
sense of responsibility as we devote to 
cheques drawn on our personal accounts. 

The military authorities have made it 
abundantly clear that they are not pre- 
pared to place unlimited reliance upon 
our certificates, and even to certify that 
a man on leave is unable to travel due to 
pneumonia may invite prompt inspection 
of the case. Numerous N.H.I. patients 
and the agents of their approved societies 
have somehow got the impression that 
a doctor might be prepared to adjust the 
dates of certificates to suit their require- 
ments rather .than the literal facts. 
Patients as a general rule ask for and 
accept certificates for all sorts of privi- 
leges as if the granting of them were a 
personal favour. 

Obviously we have not succeeded in 
creating a universal impression of a judi- 
cial attitude to certification. In turn one 
might well consider the causes of failure. 
Have we overstressed our belief in the 
primary loyalty of doctor to patient or 
is the scope of this loyalty misunder- 
stood? Is our open dislike of a multi- 
tude of certificates giving rise to a, belief 
that we are not prepared to give due 
attention to them? Have comparatively 
few cases of fraudulent certification been 
over-advertised? Do patients imagine 
that competitive dependence upon per- 
sonal patronage must inevitably bias us 
in certifying towards the individual and 
away from the general advantage? And 
finally, have patients actually seen many 
medical certificates that were not par- 
ticularly valuable for their scientific 
accuracy? Such questions are relevant, 
and a public questionary on such lines 
might considerably clear the air. In the 
meantime it might be prudent to show a 
measure of tolerance if the Government 
displays some sense of the public anxiety 
to avoid any possibility of social security 
amounting to subsidized idleness——I am, 
Gic., 

Eye, Suffolk. J. SHACKLETON BAILEY. 

The Doctor’s Income 

Sir,—In the questionary which was 
issued to the profession the question as 
to what would be a fair income presented 
difficulties to many practitioners. In 
negotiations between the B.M.A. and 
local authorities agreement has been 
reached over the remuneration which 
would be reasonable for the services of 
(a) doctors of general practitioner status, 
and (b) doctors of specialist status under- 
taking clinic service with sessions of two 
hours. The fee in the first category was 
fixed at 14 guineas and in the second at 
3 guineas. These fees are at the rate of 
six and twelve guineas per day of eight 
hours, and if the same standard were 
retained would, on the basis of a 330-day 
year, give incomes of just over £2,000 and 
£4,000 per annum. 

It may be noted, however, that these 
fees would not be subject to many of the 
expenses which must be incurred in other 
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forms of  practice—clerical, nursing, 
receptionist, post and telephones, etc. 
It follows, therefore, that if these ses- 
sional fees form a reasonable basis of 
payment per hour a rather higher figure 
should be sought for work in which the 
expenses noted have to be met or the 
expense item might be offset by other 
benefits—e.g., the insurance of the pro- 
fession to provide lump sums or pensions 
payable on retirement or death to the 
practitioner or his widow.—I am, etc., 


Winchester. C. J. PENNY. 


A Clear-cut Issue? 


Sir,—The volume of correspondence in 
your columns on the White Paper, and 
particularly the general trend of letters 
in the more recent issues as well as letters 
which have succeeded in finding their 
way into the public press, make one fact 
abundantly clear—that the vast majority 
of medical opinion throughout the coun- 
try is opposed to the whole sum and sub- 
stance of the White Paper as a basis for a 
National Health Service. I therefore sug- 
gest that an immediate referendum be 
undertaken on the question, “ Are you in 
favour of rejection of the White Paper 
in toto? Yes or No.” This could very 
simply be done by a card vote or alterna- 
tively by the immediate summoning of 
special Division meetings to deal with 
this clear-cut issue and no other. The 
latter method would seem unnecessarily 
cumbersome, since every member of the 
profession is now _ sufficiently well 
informed to answer the question without 
further argument.—I am, etc., 


Oxford. J. FRANKLAND WEST. 


Election to Council 
Sir,—If the figures of voting at the 


' recent election to Council are anything 


to go by, it looks as though members of 
the B.M.A. have about the same degree 
of enthusiasm in registering their votes as 
their patients have in connexion with the 
return of town councillors, etc. A glance 
at the figures shows that in no case did 
the voting pass the 50% mark ; indeed in 
some constituencies the figure was nearer 
30 than 50. Can it be that members, like 
municipal voters, are just not interested? 
It certainly looks like it. 

No doubt war conditions are to some 
extent responsible, but that is not the 
whole explanation. The main reason to 
my mind is the unwieldy system in which 
4 or 5 counties are lumped together for 
electoral purposes. The principal objec- 
tion to this scheme is that many of the 
voters know little or nothing about the 
candidates, whose reputation is in most 
instances purely local. In Group D, for 
example, one of the candidates who lived 
50 miles away in Lincolnshire was solicit- 
ing the “ vote and influence ’” of members 
in this city, the great majority of whom 
had never seen or heard of him. 

In these circumstances would it not be 
better if voting was limited to a strictly 
county or, in some cases, urban basis? 
At any rate the candidates would be 
known to the majority of the voters, and 
experience goes to show that a man who 
is known in his area will generally get 
more votes than a stranger. It is rather 
ironical in view of the recent hard knocks 
handed out to the Council that a majority 
of members appear to be indifferent to 
the present or future composition of the 
governing body. It is apparently easier 
to criticize than to vote—I am, etc., 


Leicester. E. J. O’SULLIVAN. 
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Sirn,—The recent elections to the 
B.M.A: Council produced results, specifi- 
cally in the case of London, which are 
of interest to the medical profession as 
a whole. 

In London there were twelve candidates 
for four seats, and we submit that for all 
practical purposes there was a distinct 
division of opinion between the candi- 
dates. (1) A group of four (ourselves) 
in favour of the White Paper, with cer- 
tain reservations as to administration, 
political and professional freedom. (2) A 
group of four whose views were, in effect, 
in opposition to the major aspects of the 
White Paper. 

The result of the voting was two votes 
for Group 2 to one for Group 1. This 
represents an appreciable advance on last 
year’s figures and shows that a greater 
number of medical men are favouring a 
National Health Service, in spite of the 
intensive opposition by many eminent 
members of the profession. Further, if 
account is taken of the very large pro- 
portion of the specialists in the London 
area who are identified with resistance to 
the White Paper, the vote indicates an 
increasing percentage of general practi- 
tioners who are prepared to support the 
proposals. 

While we do not quarrel with the 
method of election, we feel it right to 
point out that approximately 4,000 votes 
return four members to Council, whereas 
2,000 votes (approximately), representing 
positive support for the White Paper, 
find no voice in the Council. 

We would further point out that these 
facts refute the oft-repeated statements 
by responsible members of the B.M.A. 
that support for a complete National 
Health Service comes only from a small 
but vociferous minority, or the assertion 
of Lord Dawson of Penn of “ strong and 
hardening opposition.” 

It is a sad reflection that the leadership 
of the profession seems cast for the same 
role of opposition to the proposed 
improvements in the health services as 
was the case in 1911. Their counterpart 
reacted violently to the National Health 
Insurance measure, which proved to be a 
considerable advance on the medical ser- 
vices then available-——We are, etc., 


C. K. CULLEN. INWALD. 
W. Fox. Horace JouLes. 


BRITISH MEDICAL ASSOCIATION 
Meetings of Branches and Divisions 
GUILDFORD DIVISION 


The following resolutions have been 
passed by the Guildford Division: 

1. That this Division asks that the A.R.M. 
be held as soon as possible in view of the 


- attitude of the Minister of Health. 


2.-That instead of the procedure agreed 
upon at the last A.R.M. regarding the 
B.M.A. members of the Negotiating Com- 
mittee, the Council be asked to nominate 
twelve members, from whom eight shall be 
elected by the A.R.M., in addition to the 
ee to be elected directly by the 


REIGATE DIVISION 


At a meeting of the Reigate Division held 
at Reigate on March 26 the following resolu- 
tion was passed: 

That this meeting in Reigate of free 


doctors, having considered the White Paper, | 


unanimously reiects its principle of central 
control of medical practice beyond that 
already in existence in National Health 
Insurance.’ In the first place, this principle 
is rejected because it is believed to be identi- 
cal with the principle of central control in 


Germany, against which we are fighting a 
war for survival. In the second a the 
principle is rejected because legislation for 
the application of central. control of peace- 
time medical practice is not essential to 
winning the war and is therefore contrary 
to and in direct conflict with the Prime 
Minister’s statement on Oct. 13, 1943, when 
he said: 

“There is no question of far-reaching 
changes of a controversial character being 
made by the present Government unless they 
are proved indispensable to the war.... 
I certainly could: not take the responsi- 
bility for making far-reaching controversial 
changes, which I am not convinced are 
directly needed for the war effort, without 
a Parliament refreshed by contact with the 
electors.” 

Two reasons have been given for rejection 
of the principle of central control. First, 
because we see before us the disaster 
brought about by its general application in 
Germany; and, secondly, because it is far- 
reaching and controversial in character and 
has no bearing upon the winning of the war, 
in which the issue at stake is the survival of 
the British race and Britain’s allies. 


Torquay DIVISION 


A special meeting of the Torquay Division 
was held at the Torbay Hospital on June 11, 
Dr. Morton Palmer presiding, when forty- 
six members were present. Mr. Charles 
Williams, Member of Parliament for Tor- 
quay, attended to hear, as he expressed it, 
“* what the doctors had to say.” The speakers 
were almost unanimously against the impli- 
cations of the White Paper, and an urgent 
= was entered for postponement till after 
the war. 


Insurance practitioners of the East Riding 
of Yorkshire, at a meeting on June 2, when 
twenty. of their number were present, did 
not approve Recommendation A of the 
report of the Insurance Acts Committee 
(May 20, p. 115), but approved in general 
Recommendations B to K, although it was 
thought that some of these did not go far 
enough and should be strengthened. It was 
the unanimous view of the meeting that all 
these recommendations were of little value 
until financial conditions had been settled. 
The estimate in the appendix to the White 
Paper that the cost of the general practi- 
tioner service for the whole population 
would be three times that of the cost of the 
present insured persons suggested that. the 
Minister had in mind a capitation fee very 
similar to the present one, and that his idea 
of the value of a general practitioner’s ser- 


vices was very inadequate. The public would ~ 


not get a really satisfactory service unless the 
capitation fee was such that a doctor could 
earn a reasonable income without having to 
attempt to look after a far larger number 
of persons than -he could serve efficiently. A 
figure of 2,000 in a rural district was sug- 
gested. It was also held that the capital 
value of practices would completely dis- 
appear and that the Government should be 
pressed to promise compensation on an 
equitable scale before the scheme was put 
into operation. 

As practices in the East Riding are mostly 
rural or semi-rural, the position of the 
country practitioner was discussed. It was 
pointed out that the average size of the 
doctor’s panel in the East Riding was 600 to 
700, whereas in the neighbouring industrial 
town most practitioners had a list of the full 
2,500. Owing to the sparseness of the popu- 
lation and the amount of time spent in 
travelling, the country doctor was unable to 
earn as much as the practitioner in the town 
and his conditions of work, particularly in 
the winter, were very hard. It was suggested 
that this difficulty might be met by a large 
increase in the mileage grant. 


H.M. Forces Appointments 


» ROYAL NAVY 
R. M. Phillips to be Surg. Lieut. 


Royat NavaL VOLUNTEER RESERVE 
.B.E., an . E. Kershaw to 
Cmdrs. be Surg. Liew; 
Prob. Temp. Surg. Lieuts. A. J. M. Stevenson 
A. C. Macdonald, G. R. Hirth, W. R. Bodenham, 
M. _V. Doherty, G. H. P. Drake, D. 
Hoffman, M. O. Jenks, J. D. 


Lawson, G. L. T. M. Patey, D. 
Winocour, C. J. Zerny, D. 
Barlow, W. B. Laing, R. A. 


ARMY 


War Subs. Major R. F. Barbour, R.AM.C,, p 
bs Consultant and has been granted the local tank 
of Brig. 


ROYAL ARMY MEDICAL CORPS 


Short Service Commissions.—Capts. J. G. Peacog 


and F. D. FitzG. Steede have been appointed 
permanent commissions. 


DIARY OF SOCIETIES AND LECTURES 


Royat Society OF MEDICINE.—Tues., 5 pm, 
General meeting of Fellows. ; 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name ani 
address of the sender, and should reach the Adve. 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issu. 


BIRTHS 

CraNeE.—On June ‘29, 1944, at Carmarthen, t 
Nest (née Lliewhelin, formerly Lieut., R.A.M.C), 
wife of Fl. Lieut. J. E. Crane, R.A.F. Medica 
Service, a daughter. 

Licgytwoop.—On June 24, 1944, at 
Nursing Home, Gerrards Cross, Bucks, 
Monica, wife of Dr. Reginald Lightwood, a son 


—Max Carey. 
MARRIAGE 
SALE—ToMLINSON.—On_ April 22, 1944, a 
Plymouth, Surg. Lieut. Thomas A. Sale, MB, 
Ch.B., R.N.V.R., to Victoria B. H. Tomlinson, 
, both of Liverpool. 


DEATHS 
Hoop.—Killed in action in N.W. Europe it 
June, 1944, Capt. S. C. Holland Hood, R.A.MC. 
WapsworTtH.—On June 23, 1944, Tom Watson 
Wadsworth, M.D., D.P.H., F.R.C.P., deat 
beloved husband of Kathleen Wadsworth, MD. 
WaALKER.—Suddenly, on July 3, ; 
Chesterfield Road, Sheffield, 8, George Turnbul 
Walker, M.B., Ch.B., D.P.M., aged 51. 
WHITEACRE.—On July 5, 1944, Laura  Whiteacr, 
M.B., B.S., L.M., D.P.H., D.G.O., the beloved 
wife of the late R. D. Whiteacre, M.D., of 
Foxrock, Co. Dublin, and daughter of L. J 
Levy, J.P., of Armadale, Australia. 


FROM THE PRESS CUTTINGS 

“If we could conceive of a world in which 
the élite were really composed of supermen 
and the mass of the people no more respon- 
sible than Hottentots, then indeed collectiy- 
ism might be in practice applicable. But in 
any civilized community the general level of 
intelligence is fairly evenly distributed, and 
wisdom or stupidity does not rise or fall to 
any marked degree above or below the aver 
age line. No conceivable élite can posses 
powers or imagination so transcendent as 0 
enable them to understand and provide for 
all the needs of all humanity; the most the 
can hope to do is to plan for the needs d 


some sector of humanity. The plannes, 
therefore, can only possess a partial scale @ 
values, and to impose this scale upon othel 
is to destroy freedom of choice and thought 
It is for this practical reason that 
individualist concludes that men and womét 
should be free to follow their own 
and preferences rather than someone else's 

From. an article by Harold Nicolson ® 
the Spectator, July 7. 
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